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ADMINISTRATION

POLICY:

Columbia Basin Hospital is an open-door hospital by virtue of it’s being a non-profit public
Hospital District hospital. The Hospital is the community’s only hospital and recognizes its
obligation under the Community Service Act. Services in this facility are available to all persons
without discrimination on the basis of race, color, national origin, creed, or any other grounds
unrelated to an individual’s need for the service. Emergency services will not be denied because
the person is unable to pay for those services. Persons receiving emergency services will,
however, be billed for such services.

In order to protect the integrity of operations and fulfill this commitment, the following criteria
for the provision of charity care are established, consistent with the requirements of the
Washington Administrative Code, Chapter 246-453 and RCW 70.170. These criteria will assist
staff in making consistent objective decisions regarding eligibility for financial assistance
through the charity care program while ensuring the maintenance of a sound financial base.

Patients of Columbia Basin Hospital receiving Acute Care or outpatient services, or patients of
Columbia Basin Family Medicine who feel they are unable to pay for their services may request
financial assistance through the Charity Care Program.

PROCEDURE:

Any patient, family member, or responsible party who feels they may qualify for financial
assistance through charity care, may ask for a charity application at the Business Office. This
application should be completed as soon as possible of the date of treatment. Hospital District
personnel may suggest or offer charity applications if they feel that the patient would meet
criteria for the financial assistance program or refer the patient to the Business Office for further
information on the program.

ELIGIBILITY:
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Applications for financial assistance are evaluated according to the following criteria:

L. Qualification under Federal poverty guidelines that are published and updated
annually. The poverty income figures in effect for the time period that the
services were received will be the guideline used in making a determination of
eligibility. .

2. Income will include all related members of the household whether through birth,
marriage, or adoption, regardless of age. Combined gross income cannot exceed
300% of the poverty guideline for uninsured persons and 200% for insured
persons. (See poverty guideline attachment for most current income levels.)

A Eligible persons with income below 100% of the poverty income
guidelines will have their balance written off with no obligation to pay.

B. Persons with income from 101 — 200% of the poverty gnidelines will have
their balance reduced per the attached Reduced Payment Schedule.

C. Uninsured persons with income between 201 — 300% of the poverty
guidelines will be eligible for a reduction of charges to reduce their
balance due to 130% of the estimated cost to charge ratio currently in
effect for the Hospital. -

D. Insured persons will be eligible for financial assistance when their income
does not exceed 200% of poverty level and their balances will be reduced
as listed in A and B above.

3. Review criteria for catastrophic consideration of financial assistance through the
charity care program may be considered as follows:

A Columbia Basin Hospital charges for the patient stay total 25% of the
family gross income for the year.

B. Total medical obligations exceed 50% of the family gross income.

C. If the change in financial status of the applicant is temporary, the hospital
may choose to suspend payments temporarily rather than initiate charity
care reductions under the catastrophic option..

The charity application will include an income disclosure section with a request for
documentation to be attached to verify the data reported. The following documents will be
accepted as proof of income upon which to base eligibility: W-2 withholding statement, pay
stubs from all employment, income tax return from the most recently filed calendar year,
Medicaid approvals or denials, unemployment compensation notices, or written statements from
employers. Determination is based on one full year’s income from the time period that services
were rendered.

If the applicant’s income is below 100% of the poverty level it is not necessary to fill out the
optional financial disclosure section of the application. The financial disclosure section of the
application requests assets and liability information. This section is required if the patient does
not meet the 100% poverty guideline and wishes to be considered for a reduction in the cost of
their services based on a sliding fee scale or other catastrophic considerations for reduction.
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The hospital will not initiate collection efforts on an account once a request for financial
assistance is received pending the initial determination of eligibility, providing the responsible
party is cooperative with the Hospital’s efforts to reach a final determination and supplies the
information necessary in order to make that determination.

The applicant’s financial obligation which remains after the charity care reduction is applied
shall be payable as negotiated between the Hospital and the responsible party. The account shall
not be turned over to a Collection Agency unless payments are missed or there is some period of
inactivity on the account, and there is no satisfactory contact with the responsible party regarding

payment,

Business Office Staff will work with the patient in order to obtain the documentation needed to
complete the determination of eligibility for financial assistance. In the event that the applicant
is unable to furnish the information, eligibility will be determined based on the information given
and a signed statement from the applicant attesting to the correctness of the information.

In the event that hospital personnel can clearly establish that an indigent person qualifies for
financial assistance, the account can be granted Charity Care without an application based on this
determination.

THIRD PARTY PAYMENT SOURCE

Any and all insurance or third party payment sources must be exhausted prior to approval for
financial assistance. All available benefit funds available on such coverage must be paid to the
hospital. If there is insurance coverage, an explanation of beneﬁts or ihsurance information
should be attached to the application form.

Applicants will be screened to determine if they may qualify for Public Assistance (DSHS) using
the Medicaid Eligibility Work Sheet furnished by DSHS. Any yes answers on the work sheet
will signify that the applicant may receive DSHS benefits for their care received and will be
required to apply before charity care will be approved. The applicant must complete the
application process for Public “Assistance (DSHS) and must present the DSHS Determination
Notice to have the application for charity reprocessed. Staff is available to answer questions or
to assist in this process.

EXCLUSIONS

Elective procedures and non-emergency services will be reviewed for charity consideration but
are generally excluded from financial assistance through the Charity Care program.

Financial assistance and charity care shall be limited to appropriate hospital-based medical
services as defined in WAC 246-453-010(7) and consist of Acute care and hospital outpatient
services received at Columbia Basin Hospital, and appropriate and necessary professional
services received at Columbia Basin Family Medicine. Nursing Home and Assisted Living
services will not be considered for financial assistance under the Charity Care Program.
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Accounts assigned to a collection agency and have a judgment granted through the court system
are no longer eligible for charity consideration. A patient may apply for charity at any time prior
to the account receiving a court judgment.

REVIEW PROCESS

Information, applications, and interviews for financial assistance will be handled by the Business
Office. All requests for Charity Care Services will be processed within fourteen (14) business
days of receipt of application and the applicant notified of the approval, denial, or need for more
documentation. An application missing information needed for processing may be held up to 14
days, or such time as may reasonably be necessary, from the date the applicant is notified of the
need for additional documentation in order to allow the applicant time to secure and present
documentation in support of their application prior to receiving a determination. Missing
information needed to determine eligibility may result in a denial of charity until the information
is received and the application can be reprocessed. Once documentation is received, the Hospital
will make the determination and notify the applicant within 14 days.

Completed applications with documentation will be reviewed by the Collection Clerk with
assistance from the Director of Business Services as needed. He/she will approve or disapprove
the applications based on the documentation attached. Then the applicant will be sent an
Eligibility Determination notifying them of the approval or disapproval, the reason for the denial,
and payment arrangements confirmed for any balance due. Also included in the notice are their
appeal rights. The patient has 30 days from the date of determination to request an appeal. This
request must be made in writing to the Director of Financial Services providing any additional
information necessary to process the reconsideration. The Director of Financial services will
reconsider the application and issue a determination to the patient and Business Office. A copy
will be sent to the WA Dept. of Health as per State Regulation.

CONTINUING SERVICES

If a patient has qualified for financial assistance and continues to receive services for an
extended period of time, the Hospital, at their discretion, may require the responsible party to
submit a new application and documentation to ensure that they still qualify under the program.

CONFIDENTIALITY

Use and disclosure of any information contained in.the request and processing of charity care
services shall be subject to the Health Insurance Portability and Accountability Act Privacy
Regulations and the hospital’s Privacy Policies.

All information and documents pertaining to the charity care application will be kept with the
application and shall be retained for five years.

REFUNDS:
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Any personal payment made on an account later determined by approval of an application to
have been eligible for Charity Care will be refunded to the patient within 30 days of that
approval. The patient must have been eligible at the time the payment was received.

PUBLIC NOTIFICATION;

Signs indicating the availability of financial assistance through the Charity Care program are
posted in the Business Office, Clinic, Admitting, and Emergency Room areas. A Notice of
Auvailability of Charity Care may be published in the legal notices of the local newspaper.

The hospital will include a written notice of the availability of financial assistance to patients at
the time of their first billing or statement. This will include contact information for inquiries
about the program or application process. Further wriften information shall be made available to
any person who requests it and at each Admitting/registration area.

Our facility will make interpretive services available, as necessaty, to provide assistance for non-
English speaking patients in applying for charity assistance.

Any changes to this policy will be submitted to the WA Dept of Health for approval as required
by state law before changes are put into effect.

Palicy #8531-006
5



Medicaid Eligibility Work Sheet

| This patient is... Yes | No

Qver the age of 65

Disabled (unable to wark for at least 90 days, receiving
disability benefits, blind, has a condition that will lead to

i death, or permanent disability)

o S .

i Under the age of 19

| Pragnant

| Adult with minor children living in their home

Send an application if the patient answers yes to any of the above questions;
they may be eligible for Medicaid coverage.

An application is not necessary if all answers are no. The patient is not
relatable to a Medicaid program.

If the patient st:ll wants to apply for Medicaid coverage, they may submit an
application.



Grant County Public Hospital District #3
Notice of Availability of Financial Assistance

Grant County Public Hospital District #3 is committed to the provision of
health care services to all persons in need of medical attention, regardless of
ability to pay. Patients with no adequate means of paying for needed care —
will be granted financial assistance in accordance with the District’s charity
care and non-discrimination policies.

Columbia Basin Hospital and Columbia Basin Family Medicine has
available a limited amount of Financial Assistance to cover necessary or
emergency medical treatment for persons eligible under charity care
guidelines. It does not cover transportation costs or elective procedures.

Eligibility for Financial Assistance is determined by measuring personal and
family income and assets against the established Federal Income Guidelines.
If your income is below 300 percent of the federal poverty level and you
have exhausted any other health care coverage available to you, then you
should qualify for free or discounted medical services.

If you wish to apply for assistance, please contact our Business Office as
soon as possible after receiving medical treatment. You will be asked to fill
out a personal financial statement and furnish proof of your income. A
denial of eligibility from Public Assistance (DSHS) may also be required.
You may use W-2 forms, pay check stubs, income tax returns, etc. as part of
your proof of income.

If you qualify, your medical bill may be reduced or written off. You will
receive a written determination of eligibility within14 business days
following receipt of your completed application, when accompanied by your
financial statement and proof of income.

Please contact the Business Office with any questions you may have at 509-
754-4631.



COLUMBIA BASIN HOSPITAL and COLUMBIA BASIN

FAMILY MEDICINE

Columbia Basin Hospital and Columbia Basin Family Medicine brinda atencidn médica
hospitalaria a todos, sin tener en cuenta su solvencia econdmica.

Atencidn Solidaria: (Ayuda a familias de bajos recursos con los gastos hospitalarios!

¢ Qué es la Atencion Solidaria? La atencion solidaria es una forma de ayudar a que las

personas y familias de bajos recursos puedan pagar los servicios médicos hospitalarios. La
atencién solidaria puede ofrecer atencién médica gratuita o 2 un costo reducido, segin

. SuS ingresos.

¢ Quienes pueden recibir esta Atencién Solidaria? Las personas o familias con ingresos
contemplados dentro de nuestros lineamientos podrén recibir la Atencién Solidaria si:

(1) no cuentan con los recursos econdémicos para pagar la atencion; y

(2) no estan asegurados, es decir que no cﬁentan con la cobertura grupal o individual de un
plan de atencion médica, compensacion laboral, Medicare, Medicaid o cualquier otro
programa estatal, federal o militar; y

(3) no se encuentran en una situacion en la cual un tercero tiene la obligacion legal de pagar
los gastos de los servicios médicos prestados — como por ejemplo, un accidente
automovilistico.

Nota Importante: Columbia Basin Hospital and Columbia Basin Family Medicine no discrimina en
base a edad, raza, color, nacionalidad de origen, religion, sexo, minusvalia o incapacidad.

ZQué cubre la Atencidn Solidaria? La atencién solidaria cubre los servicios hospitalarios
necesarios o de emergencia. Cubre la atencién médica de pacientes internos y ambulatorios.

No cubre los costos de transporte, cuidados optativos no fundamentales, y generalmente no
cubre los honorarios médicos. '

£ Coma solicito los beneficios? Para recibir informacion sobre cémo evaluar su elegibilidad
y qué servicios entraran cubiertos, favor de contactarse con:

Columbia Basin Hospital
200 Nat Washington Way
Ephrata, WA 98823
509-754-4631

Form Number
Revised April 15,2005
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2011
Federal Poverty Guidelines

Family 100% 200% 300%
Size

01 10,890. 21,780, 32,670.
02 14,710. 29,420. 44,130,
03 18,530. 37,060, 55,590.
04 22,350. 44,700. 67,050,
05 26,170. 52,340. 78,510.
06 29,990 59,980. 89,970.
07 33,810. 67,6200. 101,430.
08 37,630. 75,260, 112,890,

For family units with more than 8 members, add $3,820. for each additional member.

2011 Federal Poverty Guidelines: Gross Annual Income
Effective 05202011



: Grant County Public Hospital District #3
C Columbia Basin Hospital
Columbia Basin Family Medicine

Application for Financial Assistance through the Charity Care
Program

Columbia Basin Hospital encourages you to apply for Financial Assistance
if you are low income and need help paying hospital charges for inpatient or
outpatient care. Charity Care may offer either free or reduced-price care
based on your eligibility and income. If you have questions or need help
completing this application, please call the Business Office at 509-754-4631
extension 124,

Patient’s Name (s):

Applicant Name: Spouse/Sig Other Name:
Address:
Q. Phone #: A
~ Social Security #: Spouse-Social Security #:
Employer name: Spousé Employer:
Position: Position;
# of years held: # of years held:

List all persons living in your household:
Name: Age: Relationship:

. Do you have Medical Insurance or other coverage??
Q.i Name and address of Company:




Policy Number:

Please attach proof of vour income to your application so that we can consider you for
Financial Assistance. Examples of proof: Pay stubs from all employment for a one year

period, W-2 withholding statements, last year’s income tax return, letters from DSHS,
Social Security, or unemployment noting your earnings, or written statements from your

employers.

Gross Monthly Income

Applicant Spouse Other family
member

Wages from employment

Child support or Alimony

Unemployment payments

Bonuses/Commissions

Dividends/Interest

Disability Income

Social Security

Retirement Benefits

Earned Income Credit

L& benefits

DSHS or Public Assistance

Other Income:

Total Gross Income

Total Net Income

List total family gross income for the past three months: §

Has your family had any seasonal or temporary increases or decreases in income? Or do
you expect income to change in the next three months? Yes No
Please describe:

Have you recenily suffered severe financial hardship or personal loss (other medical
expense, death of a loved one, loss of job or wages, loss of home, auto, or other property?
Yes. No Please explain: '

Do the documents that you are including with this application show your current financial
situation correctly? Yes No If no, why not?
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Please note: The section below is required for catastrophic or sliding fee scale charity
considerations only. If you meet the criteria for 100% poverty level charity this section is
optional. Voluntary disclosure of this information may assist us in approving your
application or further reducing the cost of your services through a sliding fee scale.

Monthly Housing Expenses

Rent/House Payments

Homeowners Insurance

Real Estate Taxes

Utilities:

Water

Electric

Cable/Satellite Dish

Telephone/Cell Phone

Total Monthly Housing Costs

Auvailable Assets

Description: :

Cash Value

Checking/Savings Accounts

Stocks/Bonds

Life Insurance Net Cash Value

Real Estate Owned

Vested Interest in Retirement Fund

Net Worth of Business owned

Automobiles List make and year:

Furniture and personal property

Other Assets not listed above:

Total Assets

Liabilities




e~ Creditors name, Address, Monthly pymt/Months left | Unpaid Balance
( Account # to pay A

Installment Debts and $ $
Charge Cards:

Current Medical Bills:

'Auvtomobile Loans:

Real Estafe Loans
Alimony, Child Support,
Separate Maintenance

pymts
Other debts:

Total Monthly Payments | $
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All applicants must sign the application below and return it to the Business Office with
any documentation requested to: '
Columbia Basin Hospital
Attn: Business Office
200 Nat Washington Way
Ephrata, WA 98823




I understand that the information I am giving will be verified by Columbia Basin Hospital
and reviewed by state and or/federal enforcement agencies and others as required. I
certify that the above information is true and accurate to the best of my knowledge. 1
have attached proof of my yearly income for consideration.

Signature of Applicant Date



Grant County Public Hospital District #3
Columbia Basin Hospital
Columbia Basin Family Medicine

Financial Assistance
Charity Care Program
Eligibility Determination

Your Financial Assistance Application has been processed and the following
determination was made:

The applicant is eligible for Financial Assistance. Your total charges in the
amount of § will be dismissed.

The applicant is eligible for a partial reduction of their total charges.
$ will be dismissed as Financial Assistance.
$ will be still due from fhe applicant.

Please contact our Business Office to make arrangements
for payment of the balance still owing.

The applicant’s request for Financial Assistance has been denied
for the following reasons;

If your request for Financial Assistance thru the Charity Care Program is denied, you
may, within 30 days of the receipt of this notice, file an appeal, or request for
reconsideration of your application. This request must be made in writing to:

Director of Financial Services
Columbia Basin Hospital

200 Nat Washington Way
Ephrata, WA 98823

Please provide any additional information or verification needed in order to process your
reconsideration, If this determination affirms the previous denial of Financial Assistance,
written notification will be sent to you and to the Wa. State Department of Health in
accordance with State law.

Signature Date of Determination & notice to applicant

Date Application Received
Type of Income verification:




